Sir,

Ultrasound is popular for the brachial plexus block, allowing real time visualization of the brachial plexus, pleura, blood vessels, needle and the local anesthetic spread.\[[@ref1]\] Ultrasound guidance is the gold standard for the nerve blocks\[[@ref2]\] and helps in detecting abnormal anatomy of the brachial plexus.\[[@ref3]\] We report the occurrence of pneumothorax in a patient after administration of brachial plexus block under ultrasound guidance.

A 60 kg, 46-year-old man, a chronic smoker with chronic obstructive lung disease, suffered a fracture of the right radius. He was scheduled for open reduction and plate fixation, under the brachial plexus block. After initiating the monitoring and securing an 18G intravenous (IV) cannula, midazolam 1.5 mg was administered IV.

A 10 MHz, linear probe (Soneo, Kontron Medical, Plaisir, France) and a 22G, 4 cm stimulating needle were used for the brachial plexus block. Under all aseptic precautions, the probe was placed in the coronal oblique plane and the brachial plexus, first rib, sub clavian artery and the pleura identified in the supraclavicular area. The lateral to medial approach was used for insertion of the needle. Initially, the tip of the needle was not clearly visible. After adequate visualization, 25 mL of 0.25% Bupivacaine was injected into the sheath of the brachial plexus. The spread of the local anesthetic was observed during the injection.

After 10 minutes, the patient complained of dyspnea and became restless. The oxygen saturation decreased gradually from 98% to 78%. The air entry was decreased on the right side of the chest. After administration of oxygen via the ventimask, the oxygen saturation improved to 92%.The vitals remained stable during this period. A chest X-ray (CXR) anteroposterior (AP) view was taken revealed a right sided pneumothorax \[[Figure 1](#F1){ref-type="fig"}\]. The chest wall to the lung margin distance was 2.5 cm. Under local anesthesia, chest tube was inserted in the second intercostal space and continuous air bubbles were seen in the fluid filled container. The oxygen saturation improved to 99%. The surgery was postponed and patient was shifted to the ICU for further management. Repeat CXR (AP view) confirmed the re-expansion of the lung with minimal residual pneumothorax. After two days, the chest tube was removed and the patient underwent the surgery under IV regional anesthesia.
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In this case, pleural puncture probably occurred during the transient loss of visualization while advancing the needle initially. The tip of the needle was wrongly visualized by the anesthesiologist, although he was experienced with the use of ultrasound guided brachial plexus block. The tip of the needle was actually more distal than its appearance on the image, because of the improper alignment of the probe with the needle. This transient loss of visualization of the tip of the needle is a potential cause of error for the beginners.\[[@ref4]\] A continuous visualization of the tip of the needle and proper alignment of probe with the needle must be ensured and in addition the needle should be slowly advanced towards the brachial plexus to avoid complications.

There is higher risk of pneumothorax in chronic obstructive lung disease.\[[@ref5]\] Our patient was a chronic cigarette smoker and had chronic obstructive lung disease. In order to improve visualization of the tip of the needle, hydrolocalization using 5% dextrose can be used.\[[@ref6]\] An ultrasound machine with needle visualization enhancing technology, is advocated.

To conclude, despite using the correct technique and latest devices like the ultrasound, while performing the brachial plexus block, one should keep a high index of suspicion of pneumothorax.
